THERE can be no shadow of doubt that a large number of patients ill with a duodenal ulcer get perfectly well, and remain so, under proper medical treatment. Equally beyond dispute is the fact that a smaller number who continue to suffer despite the most careful dietetic and medicinal remedial measures obtain relief by a surgical operation. These remarks are concerned with this latter group.
It is clearly impossible to devise and carry out any surgical procedure unless this be based upon some definite conception of the fundamental nature of duodenal ulceration. Of the various hypotheses of the origin and nature of gastric and duodenal ulcer, that which regards it as an infective lesion is the one which explains most satisfactorily the known facts of the disease. I believe gastric ulcer to be due to an infection with some specific organisms not as yet demonstrable, and that invasion of the stomach or duodenal wall takes place from the lumen of the alimentary canal. Conditions favourable to the growth of the organism would appear to occur at some stage in the interaction of the intestinal and gastric, or possibly pyloric, secretions. When the duodenal bulb, contracting in the presence of pyloric relaxation, causes regurgitation of its contents back into the stomach, they pass upwards along the gastric sulcus, the "Magenstrasse" of German authors.
Here they meet the gastric secretions, and at some point along the lesser curvature the optimum conditions for the development of a gastric ulcer occur. When duodenal regurgitation fails we know how there is an apparent hyperacidity, and such patients are recognized as being prone to develop a duodenal ulcer. This is because, in the absence of duodenal regurgitation, the predisposing stage of interaction between the two secretions takes place now in the duodenum itself. Such an hypothesis explains the distribution of gastric and duodenal ulcers and is strengthened by the occurrence of gastro-jejunal ulcers. Here again the lesion appears, not as would be expected in the most acid cardiac region of the stomach, but where the gastric and duodenal secretions meet. These facts suggest that one way to induce the healing of a duodenal ulcer is to alter the environment of the organism in the duodenum. This, indeed, is done by gastro-jejunostomy, the most widely practised method of surgical treatment. But pathological observation also shows us that duodenal ulcers, like the corresponding gastric lesion, are very prone to become callous, to be surrounded by much inflammatory infiltration, and to become so rigid and poorly supplied with lymph that there are very great mechanical and physiological obstacles to the healing process. Just as in the stomach excision of ulcers has, in the long run, proved more effectual than gastro-jejunostomy, so it is suggested that excision of ulcers in the duodenum is on theoretical grounds a better method than the indirect. s-s I [Jan1uary 6, 1926. Pannett: The Treatment of Duodenal Ulcer RESULTS OF GASTRO-JEJUNOSTOMY. Whether such a belief should be put to the test depends upon the results which can be obtained by gastro-jejunostomy. It is here that we traverse contentious ground. It is an undoubted truth that very many duodenal ulcerseven callous lesions will heal after gastro-jejunostomy. There is not agreement, however, as to the proportion of cured patients resulting in this way. Elsewhere I have set out the statistics which have been published. It is here sufficient to say that some of the greatest authorities-Moynihan, Mayo, Sherrenclaim 90 per cent. or more cures. Such great satisfaction with the operation has not been expressed by other surgeons of eminence, more especially those on the continent of Europe, amongst others Finsterer, Haberer, Clairmont, and de Quervain. This second group of authorities puts the cures down somewhere about 70 per cent. or less.
In a small group of patients which I investigated personally, the cures amounted to 69 per cent. Forsyth's interesting researches amongst doctors who, presumably, would receive early and efficient treatment, showed that 58 per cent. remained free from symptoms after gastro-jejunostomy. Lewisohn found thab a littl3 more than one-half the patients are cured and that 18 per cent. suffered subsequently from gastro-jejunal ulceration. Smithies found that in 17 per cent. of cases gross hbemorrhages occur after gastro-jejunostomy. Sometimes this bleeding may lead to a fatal result. Very much rarer is the occurrence of perforation after gastrojejunostomy. Nevertheless this has happened.
It has been suggested that the discrepancy in the statistical results is due to faulty operating, that the poorer results come from gastro-jejunostomy being improperly performed. This explanation is not adequate for the series I reported. In these cases there was no question of faulty technique. It would seem to me that a more probable explanation is that different classes of cases are being dealt with. If a surgeon operates only upon callous and inveterate duodenal ulcers, his results will not be so good as those obtained by one who operates upon the non-indurated ulcers of the anterior wall of the duodenum and includes them in his statistical results. For inistance, I find very few soft ulcers of this kind on the operating table, because they seem to heal by the efficient medical treatment my patients have always received before resorting to surgery. Of twenty-eight resections of the duodenum, in 53-5 per cent. there were anterior and posterior ulcers, in 28'6 per cent. a single ulcer on the pancreatic wall, and in only 17'9 per cent. a single ulcer on the anterior wall. In favour of gastro-jejunostomy we may say that it is an easy operation to do and has a small mortality, but it is not without a measurable risk in the ordinary surgeon's hands. In a small series I reported three deaths after the operation, all of which were due to lung complications. I do not think generally it falls much below 5 per cent. The reported death-rate from a number of clinics is very much higher. The mortality after operation for a jejunal ulcer is high. PARTIAL DUODENECTOMY. Turning to partial duodenectomy we are confronted with a difficult and tedious technical procedure, and very extensive surrounding fibrosis may make resection impossible, as indeed happens sometimes in the instance of a gastric ulcer. The risks of the operation are, in particular, injury to the bile or pancreatic ducts or to the pancreas itself. Yet with care they can be guarded against, so that the mortality of partial duodenectomy need not be high. Amongst the twenty-eight cases of my own there were two deaths, both from broncho-pneumonia. In one patient the common duct was cut across, but implanted into the duodenum. The patient is well.
Finsterer has been able to carry out seventy-one resections with only a 1o4 per cent. mortality. Whether partial duodenectomy will take the place of gastro-jejunostomy will depend upon (1) the end-results obtained by the operation, (2) the development of a technique which will make the procedure more easily carried out. The last condition, however, is not absolutely essential. We do not yet know the end-results of duodenal resection. Finsterer reports 93 9 per cent. absolute five-year cures amongst sixty-three cases. De Quervain, a most careful and cautious observer, asserts that resection of the duodenum gives better results than gastro-jejunostomy, but he does not state figures.
Amongst sixteen of my cases in which the patients have been operated upon long enough to obtain some indication of end-results, ten are absolutely well, one eats anything and has such slight symptoms that he can almost be classed as an absolute cure, two have each had one attack of indigestion lasting a fortnight only, and in both of them it occurred approximately one year after the resection; one man has had treatment by his doctor for hyperchlorhydria symptoms, and one man, nineteen months after his operation, says he has a return of pain similar to that of his original trouble; the man whom I reported as having sustained an injury to his common duct has lost his indigestion pain completely, but probably he suffers from a mild cholangitis from time to time. He has never lost a day's work from illness since his operation.
These are the first few cases I operated upon by the metbod. The future alone will show whether partial duodenectomy should be substituted for gastro-jejunostomy and whether any modification in the method is desirable. A limited excision of gastric ulcers proved disappointing, therefore I believe it necessary to resect more than the affected segment of the duodenum and in my later cases I have been removing a part of the pyloric region of the stomach also. Axial union of the stomach to the duodenal stump is the routine to be followed, and is usually practicable. It was done in twenty-five out of twenty-eight cases. The digestive process would seem to be less disturbed by this means than by gastro-jejunostomy. I am far from recommending the general adoption of partial duodenectomv for duodenal ulcers in the present state of knowledge, but I do insist upon the fact that the results of gastro-jejunostomy are not so satisfactory that there is no need to seek some improved method in the handling of these cases. Partial duodenectomy has shown itself to be a practical procedure without undue risk, and an investigation of its possibilities and results is certainly warranted.
DUODENAL HSEMORRHAGE.
So much for uncomplicated duodenal ulcers. When bleeding occurs it is far more difficult to formulate a policy. In the first place there is a widespread belief that the haemorrhage from a duodenal ulcer is never fatal. Whilst this is erroneous, the very existence of such a belief witnesses to the fact that many patients recover under medical treatment alone. Yet the risk is there and it is by no means negligible. As in any other kind of bleeding, the best treatment, theoretically, is the direct. But this presents exceedingly great difficulties. Any operation in an exsanguinated patient involves a risk, and an intervention should be as limited as possible. Unfortunately, serious bleeding usually proceeds from a branch of the gastro-duodenal artery, which means that the ulcer is situated upon the pancreatic wall or upper border of the duodenum. It is therefore difficult of access for excision, and ligation of the supplying vessels is not possible. Finsterer, indeed, advocates excision of the duodenum for haemorrhage, but this is a method of treatment not to be lightly decided upon. On the other hand, I do not discard it absolutely as a method of treatment. Very recently I resected with success a callous ulcer stuck on to the pancreas in a man who, shortly before, had had a severe hamorrhage, so that at the time of operation his blood contained only 54 per cent. of the normal amount of hamoglobin. It was done without the aid of a blood transfusion, though S-S 2 * ordinarily this would seem to be called for. Shoufld removal of the ulcer be considered too dangerous, opening the duodenum and cauterizing the ulcer, followed by gastrojejunostomy, is worth a trial. Dunhill carried this out with good result in one patient. Nevertheless, haemorrhage from a duodenal ulcer is of the secondary type and is prone to recur after simple ligation. Should the ulcer fortunately be on the anterior wall, as occasionally happens, excision followed by gastro-jejunostomy is undoubtedly a good procedure. Gastro-jejunostomy alone has been done for duodenal hbemorrhage. It is a most uncertain measure. I have seen two patients die from recurrent huemorrhage shortly after it. Finally, there are patients who are too ill for any surgical operation to be thought of. Starvation, rectal salines, morphia, and blood transfusion with defibrinated blood because of the large amount of fibrin ferment present in it, are the measures to be used, and they are often effective. Too frequently the surgeon sees these patients only after repeated haemorrhages. It would be infinitely better could the decision for or against surgery be taken at the earliest possible moment. The favourable time for intervention may easily be imperceptibly passed, but whether we should make it a rule to operate upon every patient with duodenal haemorrhage, or await the progress of the case in the hope of spontaneous arrest, is a question about which there are not enough observations available at present to decide.
Sir LENTHAL CHEATLE, K.C.B., C.V.O. (President) said that if he were in the unit working under Prof. Pannett he would ask that he might do post-mortem examinations on hundreds of cases, whatever might have been the cause of death, in the hope of discovering very early duodenal and very early gastric ulcers, as that was a form of spade work which really needed to be done. With regard to the possible cause of these ulcers, in the examination of animals which had died and happened to nave been suffering from duodenal or gastric ulcer, the very small early ulcers were found to contain spirochetes; whether they caused the ulcers was a matter which required to be worked out. Only very early investigation would supply the solution. At present he was satisfied, in these cases, with the operation of posterior gastro-jejunostomy, and believed the main factor in the success of it was to make the stomach opening 4 in. in length; 21 in. was too small, for it allowed half the stomach contents to pass through the duodenum and half into the jejunum. With the larger incision very little passed into the duodeniim.
Mr. A. J. WALTON
said he did not agree that only a small proportion of cases of duodenal ulcer required surgical treatment; no proof had yet been advanced that medical means had cured or definitely improved actual ulcer in that situation. And certainly one should never wait for habmorrhage to occur before undertaking surgical measures, especially as quite a number of these cases died from heemorrhage, which was more fatal in duodenal than in gastric ulcer. Sometimes the surgeon was not called in until haemorrhage had occurred, but an attempt at a diagnosis should be made as early as possible. He believed high acidity had much to do with causing these ulcers. He
had never yet seen a case of pure jejunal ulcer. Post-operative ulcers started at the junction and were essentially gastro-jejunal. In 1062 operations on the stomach and duodenum, pyloric and duodenal ulcers numbered 437. In order to obtain a correct impression as to results it was essential to have a "follow-up" department and continually to review the cases. He had had such a department at the hospital since 1917 and that enabled him to be very definite when he spoke of results. Among patients traced for two years or more after operation the cases he had lost amounted to about 2 per cent. He agreed that simple gastro-enterostomy might be
